Clinicians should not forget that a coma scale may be less effective if confounders are present. A patient with aphasia, dementia or with a tracheostomy may have impaired verbal response. A patient with ocular trauma or periorbital edema will have impaired eye opening. An ICU patient who is on sedation or on neuromuscular junction blocker will not show appropriate brainstem reflexes. A patient who is on ventilator in ICU or a patient with pulmonary edema will not allow assessment of respiratory pattern in a comatose condition.
Historically coma scales originated in neurosurgical intensive care units. Charting neurologic status and physiologic functions at the bedside was a common practice but the need for a clinical tool prompted development of a grading system. Teasdale and Jennett excluded certain tests from the scale (e.g. Brainstem reflexes) that they believed would be difficult for inexperienced junior doctors and nurses to perform or interpret. The GCS therefore assessed only motor, verbal and eye response. The GCS was initially was unnumbered system. The practice of assigning numbers to the response using "1" for the lowest score rather than "0" was introduced in a later publication 4 . Users of the GCS began creating sum scores for the 3 components (giving a total range of 3 to 15 points).
Since its introduction GCS has been used extensively. It has become the gold standard against which newer scales began to be compared. The GCS scale was rapidly adopted by physicians other than neurologists and neurosurgeons. It has been incorporated in Intensive care and trauma scoring systems to assess risk of in hospital mortality. GCS sum score also became a marker for prognosis.
Despite its broad acceptance, however GCS did not escape criticism 1 . First the score was skewed toward the motor part of the scale (6 items versus 4 for eyes and 5 for verbal). Second, the verbal component of the GCS is unusable in intubated and dysphasic patients. Third, abnormal brainstem reflexes, changing breathing patterns and need for mechanical ventilation could reflect severity of coma. Fourth, the GCS may not detect subtle changes in neurological examination.
In 1973 Sugiura from department of surgical neurology of University of Edinburg, UK devised a scale and it was named as Edinburg coma scale. As it was published in a Japanese Journal 5 it did not get international attention. In 1993 Sugiura et al modified the Edinburg Coma scale and developed Edinburg -2 Coma scale (E2 CS) 6 . This scale rapidly became obsolete but claimed more sensitivity than GCS regarding patient's ability to follow commands.
In 1988, Born from Belgium modified GCS into GlasgowLiege scale 7 . It added a set of tests of brainstem responses that 9 was adopted in Sweden. It categorized patients as alert, drowsy or confused or unconscious with all categories followed by specific motor responses. The RLS 85 demonstrated greater accuracy than the GCS. However a strong correlation was found between RLS 85 and GCS.
In 1991, Innsbruck Coma Scale 10 was published in Lancet. This scale included brainstem reflexes and eliminated the verbal response. Retrospective study showed that the scale had greater predictive power for mortality than did the GCS.
All these alternative scales other than GCS rarely emerged in publications outside the institution or country where they originated and they never had widespread acceptance like that of GCS among neuromedicine specialists or neurosurgeons. , the Full Outline of Unresponsiveness (FOUR) score, a new scale developed to provide a better and comprehensive assessment. The FOUR score included additional information, not assessed by GCS like brainstem reflexes, visual tracking, breathing pattern and respiratory drive. FOUR score scale has range of 0-16 scoring points as opposed to 3-15 scoring points of GCS.
As opposed to GCS (which has 3 components e.g. Eye opening, Best verbal response and Best motor response) FOUR score has 4 components namely Eye response, Motor response, Brainstem reflexes and Respiration.
According to its proponents, FOUR score gives greater neurologic information. It quantifies consciousness by examining eye and motor responses, brainstem reflexes and breathing pattern. It has been observed that FOUR score remains testable in neurologically critically ill intubated patients while intubation invalidates one of 3 components of GCS. FOUR score tests essential brain stem reflexes and provides information about brainstem injury that is unavailable with GCS. FOUR score recognizes locked in syndrome and points to signs suggesting brain death, uncal herniation. In these situations GCS has not been useful or reliable. Attention to respiratory pattern in FOUR score not only may indicate need for respiratory support in comatose patients but also provide information about respiratory drive. FOUR score further characterizes the severity of comatose patients with lowest GCS score. As a result probability of in hospital mortality is higher for the lowest total FOUR score when compared with that of GCS. FOUR score has been subjected to validation studies [11] [12] [13] [14] [15] [16] in different scenarios like neuro ICU, emergency departments, medical ICU, comatose stroke patients in acute stroke unit , traumatic brain injuries etc. It has been compared with GCS in these validation studies and excellent inter rater agreements have been observed.
Looking into the history and evolution of coma scale, it appears that GCS so far stood the test of time for 30 years since its introduction until 2005 when it was challenged by the proponents of FOUR Score Scale. In spite of its draw backs GCS is still being used by clinicians of many institutions because of its simplicity of use. But it has lost its usefulness in severe neuro impaired patients more so in the settings of ICUs. At best we can conclude that GCS is probably more suitable for simpler non intubated patients without brainstem dysfunction. In conclusion FOUR Score has the potential to achieve wide spread acceptance among our physician community to become a universally acceptable gold standard Coma Scale. 
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